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S324 Poster Session IIpreceptors, better charge nurses and more informed about complex
patient issues. Several specific examples will be highlighted. The
goal of this presentation is to show how an informal discussion
can lead to improved compliance & enhanced patient care in the
adult stem cell transplant patient population.455
GETTING TO KNOW THE UNDERLYING DISEASES OF STEM CELL TRANS-
PLANTATION PATIENTS: A NURSING REFERENCE
Brown, S., Benson, H. The University of Texas M.D. Anderson Cancer
Center, Houston, TX
Nursing practice in Stem Cell Transplant (SCT) is characterized
by delivering complex care to patients who are on a variety of
dynamic protocols. SCT is used as a treatment option for patients
with various underlying diagnoses. Often, because of the intense
knowledge required to care for the SCT patient, nurses become so
focused on the transplant process that they miss needed information
about the underlying diagnoses and previous treatment processes
patients present with.
To address this information gap, a comprehensive reference chart
was developed to identify primary disease processes for which
patients are most often recipients of SCT. The chart serves as an
easy to use clinical reference for nurses including information on di-
agnoses, treatment regimens and common associated complications.
In addition to bridging the knowledge gap for clinical nurses, the
chart also serves as a resource for answering patients’ questions about
how transplant relates to their underlying disease. The information
supports nurses in identifying complications that may occur in rela-
tion to the primary treatment and conditioning regimens, as well as
stem cell transplant.
The reference chart was developed by two clinical nurses in col-
laboration with the clinical nurse specialist. Extensive research was
done using current references and resources, with the addition of
quality control done by appropriate physicians and nurse prac-
tioners. The charts are kept in patient care binders for easy access
on the unit.
A survey is currently being conducted to assess the helpfulness of
the chart, easiness of use, and to determine if it has aided in improv-
ing patient/nurse relationships and outcomes. Results will be shared.
Such a reference has applicability in both inpatient and outpatient
transplant settings andmay also be useful inmedical/hematology on-
cology practice settings.456
MEDICAL RESPONSE TO RADIATION EMERGENCY: THE ROLE OF THE
HEALTHCARE PROVIDERS
Burleson, J.K. Duke University Hospital, Durham, NC
In the wake of 9/11 and other terrorist attacks, Homeland Security
and DOD have been assessing potential threats to the USA. A nu-
clear attack of significant level is high on the probability list. In
addition, the potential for several different types of nuclear or radio-
logical accidents continue to cast a shadow over our wellbeing. This
discussion will focus on the purpose and entity of the Radiation In-
jury TreatmentNetwork system, discuss the impetus for its creation,
consider basic radiation education, detail the signs and symptoms,
diagnosis, and treatment of Acute Radiation Sickness, which will in-
clude a discussion of the role of transplant, and then pursue our re-
sponsibility and role in the RITN system as prepared transplant
providers.
RITN is a partnership of the NMDP, collection centers, both pri-
mary and tertiary transplant centers, and cord blood banks across the
nation that have agreed to form a network as a means of educating
providers about their potential involvements in response to a radia-
tion event, provide comprehensive evaluation and treatment for vic-
tims of radiation exposure or other marrow toxic injuries, create
treatment guidelines, conduct readiness exercises, and coordinate
situation responses (RITN mission statement).
The need for such a network is evidenced by threat planning by
the US government. The number one threat listed by the govern-
ment is a 10-kiloton Improvised Nuclear Devise explosion. Num-
ber eleven on their list is a radiological dispersal device, or ‘‘dirtybomb’’ explosion. The aftermath of such an attack could result in
large numbers of people exposed to detrimental amounts of radia-
tion, likely cumulating in acute radiation sickness. Mortality from
ARS may be decreased if, through accurate triage and cooperation
among centers, the subset of the population exposed to detrimental
doses of radiation can be given either supportive care until recov-
ery, or identified and transitioned on to ‘‘emergent stem cell trans-
plant.’’ As healthcare providers in the transplant setting, we need to
be aware of the systems being created and to the role we may be
asked to play. While not first responders, we would likely be asked
to provide care to larger numbers of patients than normal and to
act in supervisory roles under an altered standard of care protocol.
Above all, we need to be reminded to remain flexible, in order to
create the best milieu in which to assist as many patients as possible
during a crises.457
CHEMOTHERAPY SAFETY INIATIVE: IMPLEMENATION OF ‘‘NO INTER-
RUPTION’’ ZONES FOR CHECKING CHEMOTHERAPY
Ellison, L.M. Stanford University Medical Center, Stanford, CA
In August of 2008, the Blood amd Marrow Transplant unit at
Stanford Hospital joined the Intergrated Nursing Leadership Pro-
gram (INLP). The purpose of this project was to look at medication
administration from the beginning of the medication pass to its com-
pletion. Audits were done on each unit using six ‘‘best practice’’ cri-
teria as identififed by the California Nursing Outcomes Coalition
(CalNOC). The results of the audits were used to identify areas
where the unit scored the lowest and to devise solutions to improve
these areas.
A four nurse team from the Blood and Marrow Transplant unit
was trained to follow nurses performing their medication passes.
Each medication administration was evaluated for the following
six criteria; did the RN compare the medication to the MAR,
were there distractions or interruption, was the medication labled
throught the entire medication pass, were 2 forms of patient ID
cheched, was the medication explained to the patient and was the
medication charted immediatley after the administration. 100 au-
dits were preformed in September 2008, followed by 20 audits
per month until September 2009, when an additional 100 audits
were completed.
Monthly data was scored and the results were provided to the
Blood andMarrow Transplant unit. The unit team was then respon-
sible to come up with one ‘‘test of change’’ for the unit. This change
was based on the ‘‘best practice’’criteria that had received the lowest
score. The team deciced to work on reducing interruptions during
chemotherapy checks and admimistration. To achieve this goal,
three computers on the unit where designated as ‘‘No interruption’’
zones. These areas have a bright yellow sign that states ‘‘STOP! No
interruptions allowed, chemo check in progress’’. Additionally, a red
LCD light was placed on the top of each computer and is turned on
during chemo checks and again in the patients room during the ad-
ministration of the chemotherapy.
When the ‘‘test of change’’ was first initiated, the nurses had to be
reminded to use the zones and lights. Other staff had to be reminded
to honor the ‘‘No Interruption’’ zone and lights. The staff feels that
the ‘‘No interruption’’ zones allows chemotherapy to be calculated
and administered in a safe and efficient manner. We have recently
achieved several month of 100% compliance. The teamwill continue
to monitor the data and look at other ways to improve patient safety
while preparing and passing medications.458
RN EDUCATION ON STANFORD BLOOD AND MARROW TREATMENT AND
RESEARCH PROTOCOLS
Cfarku, M. Stanford Hospital and Clinics, Stanford, CA
Purpose: Keeping nurses up to date on treatment and research pro-
tocols.
Methods: Our large academic Blood and Marrow Transplant
(BMT) Program has 10 active treatment plans and 27 research pro-
tocols. These are not static numbers as new studies are opened and
others complete accrual. As a result, keeping up to date is
Poster Session II S325a challenge for the nursing staff. It became clear that they needed
an educational tool in order to maintain accurate information
about the different treatments plans and research protocols. To
meet this educational need, a poster was developed outlining
each treatment plan or research protocol. Each protocol was re-
viewed in order to develop the poster. The poster lists the treat-
ment plan or protocol number, diseases treated, the mobilization
strategy, the preparative regimen, and the graft versus host disease
prophylaxis. The poster is located in a central location where all
staff can easily access the information. In addition to the poster,
hard copies are available.
Outcome: The staff now has access to a complete, accurate, and up
to date list of current treament plans and research protocols. This ed-
ucational tool is often referenced not only by nursing staff but also
the rotating medical team and pharmacists.
Evaluation: Armed with up to date information on a patient’s treat-
ment plan or research protocol, the nursing staff are able to provide
accurate information to patients and families about their plan of care.
The most significant benefit is that all staff have a better understand-
ing of why patients are assigned treatment on specific protocols.459
ADDRESSING ETHICAL AND CLINICAL CHALLENGES IN THE TRANSITION
TO PALLIATIVE CARE
McLellan, J. M.D. Anderson Cancer Center, Houston, TX
The challenges of transitioning patients to palliative care in the
acute care setting are well documented. This process can be further
complicated by conflicting reports of the patient’s health care wishes
and the prevalence of family or caregiver preferences over those of
the patient resulting from personal or cultural concerns. These eth-
ical and clinical concerns surrounding the transition to end-of-life
care offer unique challenges in academic and research based trans-
plant settings.
In response to these challenges, a large inpatient StemCell Trans-
plant and Cellular Therapy Unit implemented care conferences and
core nursing teams to address these issues. Multidisciplinary care
conferences consisting of nurses, physicians, social workers, case
managers, chaplains and ethicists, along with patients and/or care-
givers are organized to address specific concerns surrounding the
transition to palliative care from a clinical and ethical perspective.
Nursing core teams are established at the patient or caregivers’
request or nurses’ discretion, to provide continuity of care to individ-
uals transitioning at the end-of-life.
A case study of a 37-year old female status post allogeneic stem cell
transplant will be used to illustrate the process by which care confer-
ences and core team models may be used to provide collaborative
care focused on the best possible outcome for both the patient and
caregivers during this challenging transition period. It will demon-
strate the power of nursing advocacy and skilled communication in
facilitating compassionate and ethical transition of care, honoring
both the patient’s preferences and the multidisciplinary team’s clin-
ical expertise, to bridge the gap in determining the best course of
care.
Collaborative care models like these may be useful for other trans-
plant centers, or any acute care environment in which patients may
require palliative and end-of-life care.460
DEVELOPMENT OF THE NEW NURSE ORIENTATION PROGRAM FOR THE
HEMATOLOGY/ONCOLOGY/BONE MARROW TRANSPLANT INPATIENT
UNIT AT BETH ISRAEL DEACONESS MEDICAL CENTER
Galligan, M., Lee, T. Beth Israel Deaconess Medical Center, Boston, MA
Problem:We identified that new nurses were completing their ori-
entation process with knowledge deficits and/or a lack of skills to ad-
equately care for our inpatient population. Depending upon the type
of experiences they were exposed to during orientation, new nurses
were starting their independent practice with varying degrees of
competency. Our goal was to design a structured orientation pro-
gram that would increase theoretical and clinical knowledge of the
new nurse over the course of twelve weeks. This program would en-
sure the new nurses were competent and proficient in their skills,provide consistency to individual learners, and ultimately improve
overall quality of care for our patients.
Creative Solution:We looked at our old orientation program and
through discussions with new nurses and their preceptors, we iden-
tified areas that needed improvement. We spoke with our multidis-
ciplinary team to determine ways in which we could maximize the
opportunities for the learning. Through combining the existing
hospital-based orientation program with our newly designed,
unit-based orientation program, we were able to create an orienta-
tion package tailored to meet the needs of our hematology/oncol-
ogy patient population. Components of this orientation package
include:1.
Weekly progression map and patient care log completed by pre-
ceptor and orientee (gradually increasing skill level and assignment
difficulty).2.
Ongoing update of competency and clinical skills checklist (both
hospital-based and unit-based).3.
Bimonthly meetings with Orientee, Preceptor, and one of the fol-
lowing: Unit Based Educator, NurseManager and/or Clinical Nurse
Specialist.4.
Attend Lunch and Learn information sessions.5.
Professional presentation (case study approach).6.
Shadowing opportunities including time with the BMT Coordi-
nator, Outpatient RN, Case Manager, NP, Pheresis RN, IV RN,
and involvement in Interdisciplinary rounds.7.
Use of the Beth Israel Deaconess Medical Center Simulation
Center.
Evaluation and Outcomes: We found that with this more specific
package in place, nurses were more competent at the end of their ori-
entation. Nurses found that they a broader theoretical knowledge
and clinical skill set, resulting in better patient satisfaction and out-
comes. We plan to continue to evaluate this process and to develop
a computer based orientation module.461
PREVENTING FALSE POSITIVE BLOOD CULTURES ON THE BONE
MARROW TRANSPLANT UNIT AT UAB HOSPITAL
Dockery, J., Rosemore, K. UAB Hospital, Birmingham, AL
A false postive blood culture is one which contains an organism
from a source other than the patient’s blood. A false positive blood
culture may be suspected if only 1 of 4 bottles show growth, there
is a slow time to postivity, or multiple organisms are grown. Sepsis
is a comon cause of morbidity and mortality among the BMT pa-
tients. Blood cultures are the standard for the diagnosis of bacteremia
in our organization. Patient care is profoundly affected by erroneous
blood cutlure reports. False postive blood cultures due to incorrect
collection practices are costly to the patient, the hospital, and the
staff. Evidence based practice suggests when contamination exceeds
3%, it is an indication that blood culture collection technique is be-
ing compromised.
The goal of our project is to implement several intiatives which
will enhance awareness of infection prevention in our sensitive
immunocompromised patient population resulting in a decrease
in the amount of central line infections and false postive blood
cultures drawn on the Bone Marrow Transplant Unit at UAB
Hospital. Through education and technique improvement, we
hope to reduce the number of false postive blood cultures drawn
to less than 3%. It is our goal to provide educational opporunities
to the BMT staff increasing their knowledge base of the BMT
Blood Culture Protcol and ensuring the cultures are drawn con-
sistently with proper aseptic technique before initiating antibiotic
therapy. The quality improvement plan we have implemented will
include: handwashing adherence monitoring for both staff and
visitors, post education monitoring of staff adherence to our
blood culture protocol, a blood culture competency validation
for staff, antibiotic stewardship education with physician involve-
ment, education of the patients and their family members regard-
ing infection prevention, and individual feedback to nurses
responsible for high numbers of false positive blood culture
draws.
Establishing these guidelines for obtaining blood cultures safely,
aseptically, and consistently will reduce the contamination rate and
